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Perspectives in Disease Prevention and Health Promotion 





Allegheny County 1986-87 Influenza Vaccination Program — 
Pittsburgh, Pennsylvania 


Over the last 10 years, the Allegheny County Health Department has promoted 
vaccination of all persons considered to be at high risk of complications and death 
following influenza infection (7). Vaccine coverage for institutionalized high-risk 
individuals has ranged from a low of 36% for the 1979-80 influenza season to 71% for 
the 1985-86 season. Until the 1986-87 season, coverage among noninstitutionalized 
individuals had not been determined. 

For the 1986-87 season, the health department set a goal of 60% coverage for all 
high-risk groups. These groups include the 10,200 persons served by chronic-care 
facilities and the 210,000 persons who are over 65 years of age but do not require 
long-term care. The number of high-risk persons below 65 years of age in Allegheny 
County's general population of 1.4 million is unknown. To accomplish its goal, the 
health department offered free vaccine and technical support to all physicians, 
chronic-care facilities, and other medical providers who were willing to administer the 
vaccine free of charge. 

All potential providers of influenza vaccine were sent copies of the recommenda- 
tions of the Immunization Practices Advisory Committee (ACIP) on prevention and 
control of influenza (7 ). Participants received vaccine requisition forms and a supply 
of information statements on influenza and influenza vaccine, which describe the 
benefits and risks of influenza vaccination. These information statements are signed 
by vaccinees or their guardians to acknowledge their having understood the infor- 
mation and their consent to receive vaccine. The statements also provide a telephone 
number so vaccinees can report any significant illnesses that develop within 28 days 
after vaccination. These steps help in monitoring adverse events that occur during the 
influenza season. All providers, community groups, and clinics using influenza 
vaccine supplied by the health department were required to report on a regular basis 
the number of doses administered by their organization. 
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in July 1986, the health department sent promotional and educational materials to 
all physicians, hospitals, community health centers, senior citizen facilities, and other 
organizations dealing with high-risk and older persons. Local media were informed 
and encouraged to publicize the times and locations of the special health department 
and community clinics. Program staff kept the operating hours and locations of these 
clinics current so interested persons could be referred to a convenient clinic. The 
American Lung Association (ALA) of western Pennsylvania contributed significantly 
to the campaign by strongly recommending the vaccine to the individuals it serves 
who belong to high-risk groups and by distributing educational materials and 
information to professional organizations. 

Well before the beginning of the 1986-87 influenza season, health department staff 
mailed letters to all nursing home directors and chronic-care facility administrators, 
recommending influenza vaccine for all residents. Consent was handled in several 
ways: competent patients signed the forms themselves, and legal guardians or their 
designees signed for patients unable to do so. Influenza vaccine provided to nursing 
homes was intended for residents only, and individual facilities were responsible for 
providing vaccine to their staff. 

A limited number of doses of pneumococcal polysaccharide vaccine was also 
available. Because of cost constraints, pneumococcal vaccine was not sent to other 
providers but was administered free to high-risk patients attending health department 
clinics. 

The vaccination program was evaluated at the end of the 1986-87 influenza season. 
Data revealed that 52,455 (92%) of the 57,140 doses of influenza vaccine available for 
distribution were administered. Thirty-four percent were given in health department 
clinics, and 43% were given in hospital outpatient departments, community clinics, 
and senior citizen facilities. The remainder were administered in chronic-care facilities 
(16%) and by private providers (7%). A total of 4,624 doses of pneumococcal vaccine 
were administered in health department clinics. 

Of the 10,200 persons residing in nursing homes and chronic-care facilities, 8,529 
(84%) received vaccine provided by the health department. Health department staff 
and the ALA conducted a special survey to evaluate vaccine coverage among persons 
65 years of age and above who were not residing in chronic-care facilities. Thirty-two 
percent of the 533 persons aged 65 and over identified in a random sample of 400 
households reported obtaining influenza vaccine during the 1986-87 influenza sea- 
son. Fifty-seven percent of those vaccinated identified private physicians as their 
source of medical care and vaccine administration. 

Reported by: EJ Streiff, RN, MPH, J Prior, MPH, Allegheny County Health Dept, Pittsburgh, 
Pennsylvania; R David, Acting State Epidemiologist, Pennsylvania State Dept of Health. Div of 
Immunization, Center for Prevention Svcs; Influenza Br, Div of Viral Diseases, Respiratory 
Diseases Br, Div of Bacterial Diseases, Center for infectious Diseases, CDC. 

Editorial Note: The 10-year effort to provide a high rate of influenza vaccine coverage 
to high-risk groups in Allegheny County illustrates several important points: 


@ While influenza vaccination programs should begin in November, promotional 
efforts should be initiated well before the influenza season. Motivational and 
programmatic materials should be mailed early in the summer to allow ample 
time for coordination. To anticipate resource needs, public health agencies 
should estimate the size of the target population well in advance. 
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@ Program organizers should collaborate with volunteer organizations whose 
strong endorsements can influence both medical professionals and the public. 
This measure is especially important for reaching chronically ill persons under 
age 65, a large percentage of whom may be accessible only through private 
providers. 


e@ After the campaign, the effectiveness of resource usage and vaccine coverage 
among specific risk groups should be evaluated. 


Influenza vaccination is the single most important measure in preventing influenza 
infection. Consequently, the ACIP recommends influenza vaccine for all high-risk 
persons 6 months of age or older and for their medical-care providers or household 
contacts, for children and teenagers receiving long-term aspirin therapy, and for other 
persons wishing to reduce their chances of acquiring influenza (7). The ACIP 
recommends that infection-control programs in chronic-care facilities set a goal of 
80% vaccination rates for the residents. 

In Allegheny County, the flexibility in providing consent for vaccination of resi- 
dents of chronic-care facilities probably helped to exceed the 80% goal recommended 
by the ACIP. However, a household survey revealed that the vaccine coverage rate 
achieved outside chronic-care facilities was much lower than desired. This problem 
should be addressed by developing systematic approaches to influenza vaccination in 
physician's offices, clinics, and hospitals. These approaches should include vaccina- 
tion not only for high-risk patients but also for medical personnel who have the 
potential to introduce influenza virus into high-risk hospital settings. 

November is the optimal time for organized vaccination campaigns in chronic-care 
facilities, worksites, and other places where high-risk persons are routinely accessi- 
ble. In addition, high-risk adults and children who do not reside in chronic-care 
facilities should be vaccinated during regular medical follow-ups in the fall, and those 
not scheduled for visits should be notified to come in for vaccination. When 
hospitalized high-risk adults and children are discharged between September and the 
time influenza activity declines in their community, physicians should provide vaccine 
at the time of discharge (1 ). 

Since there is considerable overlap between the groups targeted to receive 
influenza vaccine and pneumococcal polysaccharide vaccine, public health authori- 
ties should consider offering both vaccines during an influenza campaign. Pneumo- 
coccal vaccine and influenza vaccine can be given at the same time at different sites 
without increased risk of side effects (1). 

Because of cost considerations, Allegheny County was forced to restrict pneumo- 
coccal vaccination to high-risk patients attending health department clinics. However, 
since a single dose of pneumococcal vaccine confers lasting immunity for adults (2), 
even modest programs such as this should produce high vaccine coverage levels 
over time. Whenever resources permit, a candidate for influenza vaccine should be 
viewed as a candidate for pneumococcal vaccine, unless previously vaccinated (1 ). 
The cost of pneumococcal vaccine is reimbursable for eligible beneficiaries through 
Medicare, Part B. 


References 

1. Immunization Practices Advisory Committee. Prevention and control of influenza. MMWR 
1987 ;36:373-80,385-7. 

2. Immunization Practices Advisory Committee. Update: pneumococcal polysaccharide vaccine 
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Progress Toward Achieving the 1990 Objectives in 
Occupational Safety and Health 


In 1980, the Public Health Service published Promoting Health/Preventing Disease: 
Objectives for the Nation (1), which identified public health objectives in 15 areas 
and targeted them for accomplishment by or before the year 1990. Occupational 
safety and health was one of these 15 areas, and the National Institute for Occupa- 
tional Safety and Health (NIOSH), CDC, was given the responsibility of monitoring 
efforts to accomplish these objectives. On February 4, 1987, a panel of experts from 
the U.S. Department of Health and Human Services and the U.S. Department of Labor 
met to report on progress toward these goals. 

In all, 20 objectives had been identified in occupational safety and health (see page 
627). The panel grouped them under the broad, general categories of improving 
health status, reducing risk factors, increasing public and professional awareness, 
and improving services and protection as well as surveillance and evaluation. The 
major obstacle to measuring progress in occupational safety and health has been the 
lack of comprehensive and reliable methods for surveillance of work-related diseases 
and injuries. Currently available surveillance systems were designed for different 
purposes, and none of them adequately covers occupational safety and health. As a 
result, many gaps exist in the information received, and a regular comparison of 
disease trends, which would be essential for tracking the objectives, has not been 
possible. 

Despite these limitations, there is enough information to indicate progress. Some 
reasonable tracking systems are now available for evaluating progress toward 16 of 
the 20 objectives. Four of these relate directly to improved health status or to a 
reduction in the incidence of disease or injury. For the latter, available data indicate 
reductions in two categories of work-related injuries: accidental deaths occurring in 
the workplace (Figure 1) and work-related disabling injuries (Figure 2). 

Although documenting the precise status of the remaining objectives would be 
extremely difficult and costly, each participating agency described activities that 
indicate progress in the general categories defined by the panel. The ten strategies 
proposed by NIOSH for preventing the leading work-related diseases and injuries 
have been a major contribution. These strategies, which were developed over the 
past 2 years, were based on a list of ten leading work-related diseases and injuries 
that NIOSH first published in 1983 (2). A group of multidisciplinary experts reviewed 
the strategies at national symposia in 1985 and 1986, and the first five have been 
published (3). The second five are being prepared for publication. 

NIOSH has now developed a program to implement these strategies and to 
encourage active participation by all relevant constituencies. All ten strategies call for 
epidemiologic surveillance of the target condition, and nine of the ten also call for 
environmental surveillance of the causative agents. The Sentinel Event Notification 
System for Occupational Risks (SENSOR) is being developed to assure the reporting 
of all significant occupational health problems. By 1986, NIOSH had acquired death 
certificates for all occupationally related deaths occurring during the period 1980- 
1984 and had begun preliminary analysis to provide occupation- and job-specific 
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FIGURE 1. Accidental deaths in the workplace,* by year — United States, 1978-1985 
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Source: Bureau of Labor Statistics. 


FIGURE 2. Incidence rate of work-related disabling injuries, by year — United States, 
1978-1985 
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data. NIOSH, the Bureau of Labor Statistics, and the National Center for Health 
Statistics signed a memorandum of understanding early in 1987 to assure broader 
and more consistent cooperation in the surveillance of occupational safety and health 
problems 

Although the proposed prevention strategies embody concepts found in the 1990 
Objectives for the Nation, they also include diseases and conditions not addressed in 
the objectives and add process objectives specifically aimed at implementing the 
strategies. Thus, implementing the strategies will mean not only meeting the 
objectives but also taking an additional step toward preventing the ten leading 
work-related diseases and injuries in the United States. 
Reported by: Office of Disease Prevention and Health Promotion, Public Health Svcs, DHHS. 


Office of Program Planning and Evaluation, National Institute for Occupational Safety and 
Health, CDC. 


(Continued on page 627) 





TABLE |. Summary — cases specified notifiable diseases, United States 
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TABLE Wl. Notifiable diseases of low frequency, United States 
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TABLE lll. Cases of specified notifiable diseases, United States, weeks ending 
September 19, 1987 and September 13, 1986 (37th Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States. weeks ending 
September 19, 1987 and September 16, 1986 (37th Week) 
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TABLE IV. Deaths in 121 U.S. cities,* week ending 
September 19, 1987 (37th Week) 
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1990 Objectives for the Nation in Occupational Safety and Health (7 ) 


Objective 1: By 1990, workplace accident deaths for firms or employers with 11 or 
more employees should be reduced to less than 3,750 per year. 

Objective 2: By 1990, the rate of work-related disabling injuries should be reduced 
to 8.3 cases per 100 full time workers. 

Objective 3: By 1990, lost workdays due to injuries should be reduced to 55 per 100 
workers annually. 

Objective 4: By 1990, the incidence of compensable occupational dermatitis should 
be reduced to about 60,000 cases. 

Objective 5: By 1990, among workers newly exposed after 1985, there should be 
virtually no new cases of four preventable occupational diseases — asbestosis, bys- 
sinosis, silicosis and coal worker's pneumoconiosis.* 

Objective 6: By 1990, the prevalence of occupational noise-induced hearing loss 
should be reduced to 415,000 cases.* 

Objective 7: By 1990, occupational heavy metal poisoning (lead, arsenic, zinc) 
should be virtually eliminated.* 

Objective 8: By 1985, 50 percent of all firms with more than 500 employees should 
have an approved plan of hazard control for all new processes, new equipment and 
new installations. 

Objective 9: By 1990, all firms with more than 500 employees should have an 
approved plan of hazard control for all new processes, new equipment and new 
installations. 

Objective 10: By 1990, at least 25 percent of workers should be able, prior to 
employment, to state the nature of their occupational health and safety risks and their 
potential consequences, as well as be informed of changes in these risks while 
employed.* 

Objective 11: By 1985, workers should be routinely informed of lifestyle behaviors 
and health factors that interact with factors in the work environment to increase risks 
of occupational illness and injuries. 

Objective 12: By 1985, all workers should receive routine notification in a timely 
manner of all health examinations or personal exposure measurements taken on 
work environments directly related to them. 

Objective 13: By 1990, all managers of industrial firms should be fully informed 
about the importance of and methods for controlling human exposure to the 
important toxic agents in their work environments. 

Objective 14: By 1990, at least 70 percent of primary health care providers should 
routinely elicit occupational health exposures as part of patient history, and should 
know how to interpret the information to patients in an understandable manner. 
Objective 15: By 1990, at least 70 percent of all graduate engineers should be skilled 
in the design of plants and processes that incorporate occupational safety and health 
control technologies. 

Objective 16: By 1990, generic standards and other forms of technology transfer 
should be established, where possible, for standardized employer attention to such 








*Denotes objectives for which no accurate measure of progress is now available. 
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major common problems as: chronic !ung hazards, neurological hazards, carcino- 
genic hazards, mutagenic hazards, teratogenic hazards and medical monitoring 
requirements. 

Objective 17: By 1990, the number of health hazard evaluations being performed 
annually should increase tenfold; the number of industrywide studies being per- 
formed annually should increase threefold. 

Objective 18: By 1985, an ongoing occupational health hazard/iliness/injury coding 
system, survey and surveillance capability should be developed, including identifica- 
tion of workplace hazards and related health effects, including cancer, coronary heart 
disease and reproductive effects. This system should include adequate measure- 
ments of the severity of work-related disabling injuries. 

Objective 19: By 1985, at least one question about lifetime work history and known 
exposures to hazardous substances should be added to all appropriate existing health 
data reporting systems, e.g., cancer registries, hospital discharge abstracts and death 
certificates. 

Objective 20: By 1985, a program should be developed to: 1) follow up individual 
findings from health hazard and health evaluations, reports from unions and man- 
agement and other existing surveillance sources of clinical and epidemiological data; 
and 2) use the findings to determine the etiology, natural history and mechanisms of 
suspected occupational disease and injury. 





References: 
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Current Trends 





Withdrawal of Approval for Subcutaneous Administration of 
Norden Rabies Vaccines for Dogs and Cats 


Effective August 17, 1987, the U.S. Department of Agriculture (USDA) is withdraw- 
ing approval for subcutaneous administration of Endurall-K* and Rabguard-TC*, 
manufactured by Norden Laboratories, Inc., Lincoln, Nebraska. Endurall-K (a vaccine 
that imparts a 1-year duration of immunity) and Rabguard-TC (a 3-year vaccine) 
should now be administered only intramuscularly to dogs and cats. 

In July 1985, the USDA gave provisional approval for subcutaneous administration 
of these vaccines to dogs and cats, pending completion of a duration-of-immunity 
study and rabies challenge tests. in the study, rabies-neutralizing antibody responses 


*Use of trade names is for identification only and does not imply endorsement by the U.S. 
Department of Health and Human Services or the Public Health Service. 
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following subcutaneous vaccination were comparable to those observed following 
intramuscular vaccination throughout the 3 years after vaccination. However, when 
dogs and cats were injected with live rabies virus in separate challenge studies, they 
were not adequately protected 3 years after subcutaneous vaccination. Therefore, all 
dogs and cats that received these vaccines subcutaneously should be revaccinated 
intramuscularly with a Norden vaccine or with another approved vaccine (17). Since 
July 1985, several million doses of these vaccines have been sold annually in the 
United States and Canada (Norden Laboratories, Inc., unpublished data). The number 
of animals vaccinated subcutaneously is not known. 

Veterinarians who have administered the Norden vaccines subcutaneously should 

inform pet owners of the need for revaccination. Health agencies and other organi- 
zations that have sponsored rabies vaccination clinics should inform their communi- 
ties. Questions regarding procedures for revaccination should be addressed to 
Norden Laboratories, Inc., collect, at (402) 475-6843 between 8:00 a.m. and 4:00 p.m. 
CDST. This withdrawal of approval for subcutaneous administration of Norden 
vaccines does not apply to other rabies vaccines licensed for subcutaneous use. 
Reported by: Veterinary Svcs, USDA. Viral and Rickettsial Zoonoses Br, Div of Viral Diseases, 
Center for Infectious Diseases, CDC. 
Editorial Note: The rabies challenge study was conducted with laboratory dogs and 
cats 3 years after they had received only a single dose of vaccine subcutaneously. It 
is likely that most pets have received more than one rabies vaccination because the 
recommended schedule for primary rabies immunization in dogs and cats is an initia! 
dose at 3 months of age, followed by an additional dose 1 year later (7). Therefore, 
most animals receiving a Norden vaccine subcutaneously for primary immunization 
should have already received a second vaccination. in addition, because the vaccines 
were not approved for subcutaneous use until July 1985, most dogs and cats 
receiving them subcutaneously as booster immunizations should have received at 
least one previous immunization with an approved vaccine by an approved route. 

The level of protection conferred by administering the Norden vaccines subcuta- 
neously in a primary immunization series (2 doses) or a booster immunization is not 
known. Therefore, animals that have received the Norden vaccines subcutaneously 
but have not been subsequently revaccinated intramuscularly with a Norden vaccine 
or another approved vaccine should be regarded as unvaccinated for the purposes of 
rabies postexposure management. 
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